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Early childhood development is a critical, but often neglected, phase of human development. Shortfalls in early childhood development have historically been a challenge in Morocco, with children facing unequal opportunities to develop because of the circumstances of their birth. This paper examines the roots of inequality in human and economic development in Morocco by focusing on the state of early childhood development, inequality in early childhood development, and trends over time, using several surveys conducted between 2003 and 2012. Large disparities exist in children's chances of healthy early childhood development based on the circumstances of their birth. There have not been consistent improvements in the levels of early childhood development or decreases in inequality over time. This study discusses critical directions for future policy on early childhood development to address the deficits and disparities identified.
Introduction
Morocco has been experiencing a period of rapid economic growth. From 1980 to 2010,partially fill the gap in research on Morocco and provide policy makers with critical, useful information. By highlighting the main constraints to equality among young children, this information can help in identifying vulnerable children and in gaining a better understanding of the phenomenon as a whole. We draw on the concept of inequality of opportunity and methods for quantifying unequal opportunities (de Barros, Ferreira, Vega, & Chanduvi, 2009; de Barros, Vega, & Saavedra, 2008; Deutsch & Silber, 2008; Roemer, 1998 Roemer, , 2014 Shorrocks, 2013) to assess inequality in ECD. We demonstrate a number of challenges in terms of unequal early health and survival, nutrition, and social-emotional and cognitive development. Overall, we find that while there have been some improvements in ECD, particularly in health, substantial inequalities and deficits persist. These inequalities and deficits in ECD will affect children into their adult lives and present a substantial barrier to ensuring shared prosperity and adult equality in Morocco. More must be done to ensure children have equitable opportunities to develop and thrive.
This paper proceeds as follows. Section 2 discusses the data we use to measure ECD and inequality over time in Morocco. Section 3 describes the methods we use to assess ECD, quantify inequality, and decompose its origins. Section 4 presents our findings in terms of ECD trends, risk factors, inequality, and the drivers of inequality. Section 5 concludes with a discussion on how to promote ECD and equal opportunities for ECD in Morocco in light of our findings.
Data for Assessing Inequality
In discussing the data, we first describe the surveys used to measure ECD and then how we measure ECD and circumstances. All these surveys are relatively similar in nature. They all have (a) a household component that allows for assessing the circumstances in which children live and (b) an individual component that collects data from women and children on ECD.
Surveys of ECD in Morocco
The DHS of Morocco for 2003/04 was conducted by the Ministry of Health (MOH) in collaboration with the Measure DHS program, ORC Macro, and the Pan Arab Project for Family Health (PAPFAM). The survey includes detailed information on fertility, maternal and child health, the nutritional status of children and mothers, family planning, child mortality, maternal mortality, disability, chronic diseases, and sexually transmitted infections (STIs) and HIV. The survey collected information at the household, woman, and child level. The resulting data are nationally representative after the application of sample weights. The 2003/04 round was fielded from October 2003 to February 2004. In fielding, 11,513 households and 16,798 women aged 15-49 years were interviewed successfully. Anthropometric data were also collected directly through measurement of children.
The 2006 MICS compiled data on children using modules from the MICS3 questionnaire as well as data on young people from the questionnaire used for the PAPFAM. The goal was to provide indicators and information facilitating the implementation, evaluation, and reorientation of programs and services for children and young people. Initially, a sample size of 8,094 households was planned to ensure representativeness across the country in each area of residence (urban, rural) and even at the level of certain regions. An average size of 25 households per cluster was also targeted. Among the households selected, 7,931 were actually interviewed, yielding a response rate of 98 percent. Data were compiled between October 30, 2006 and December 30, 2006 .
The MOH conducted the 2011 ENPSF with technical assistance from PAPFAM. Two questionnaires-designed and adapted based on the PAPFAM model questionnaires-were used to compile data; one household questionnaire and one individual questionnaire targeting ever-married women between the ages of 15 and 49 from the households surveyed. The number of households actually interviewed as part of the 2011 ENPSF was 15,343. The number of women actually interviewed stood at 11,069. Data were compiled between November 8, 2010 and March 7, 2011 .
The ONDH survey undertook, for the first time in Morocco, a household panel survey to track the human development situation in the country and contribute to the assessment of public policies on human development. The 2012 data comprised the baseline round of the survey. The sample size was set at 8,000 households to have representative results at the national level and at the urban and rural levels throughout the country. Actual interviews of 7,854 households comprising 37,444 individuals were conducted. Of these individuals, 3,395 were children under the age of five. Field data for the 2012 group, the reference year of the panel, were collected between March and July 2012.
2.2
Measures of ECD ECD is a complex and multidimensional process that starts even before children are born. This paper focuses on ECD in terms of health and survival; nutrition; and children's social, emotional, and cognitive development from the time when a child is still in the womb until the child is five years old (the age of school entry in Morocco). Twelve different indicators (see Box 1) are used to assess the status of ECD in Morocco, its evolution over time, and the extent of inequality in ECD. These indicators were selected due to their important contributions to ECD while keeping in mind the limitations of the data. For instance, while we would ideally be measuring cognitive development directly, such data are not captured in national surveys in Morocco. For this reason, we examine important inputs to cognitive development such as early childhood care and education, and parents' engagement in development activities.
The measures we use for health and survival are prenatal care, having a trained attendant present during delivery, infant mortality (dying in the first year of life), and whether children are fully immunized at the age of one. Infant mortality represents the ultimate loss of human is an important part of detecting and preventing health issues that start before children are born. It plays an important role in child survival and illness and has a bearing on outcomes such as birth weight that have lasting consequences for children's development (Bhutta, Ahmed, Black, et al., 2008; Walker, Wachs, Grantham-McGregor, et al., 2011) . Delivery with a skilled attendant 10 is also critical to aiding in a safe delivery for mothers and babies, as well as addressing health issues and providing post-natal care (World Health Organization, 2004) . The full immunization of children, ensuring that they have received protection against six major preventable childhood diseases at age one, 11 is crucial for ensuring that children are protected against loss of life as well as lasting impaired health.
Children's nutrition has two parts: the calories and protein that play a key role in children's physical growth (height and weight) as well as the micronutrients (vitamins and minerals) that play a key role in health and development. When children do not accumulate enough nutrients, they can be stunted, 12 underweight, 13 or wasted.
14 These are three of our key measures of nutrition. Being malnourished-for instance, being stunted-leads to deficits in cognitive development, poorer performance in school, worse health as an adult, and lower productivity and wages in the labor market (Glewwe & Miguel, 2008; Grantham-McGregor, Cheung, Cueto, et al., 2007; Walker, Wachs, Grantham-McGregor, et al., 2011) . As a measure of children's micronutrient intake, we examine whether they have access to adequately iodized salt.
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Iodine deficiency is the most common cause of preventable mental retardation in the world and leads to an approximately 10 point drop in IQ (Molina, 2012) .
The social, emotional, and cognitive development of children is measured by children's attendance of early childhood care and education (ECCE), whether their families engage in development activities, whether they are violently disciplined, and whether children engage in work or domestic work (chores). ECCE is measured in terms of pre-primary attendance at age five; attending pre-primary improves education outcomes and raises wages later in life (Krafft, 2015; UNESCO, 2006) . Development activities are measured in terms of whether children's families engaged them in at least four of six development activities 16 within the past three days. Parents' engagement with their children is linked to cognitive and physical development (Eickmann, Lima, Guerra, et al., 2003; Paxson & Schady, 2007; Tinajero & Loizillon, 2012) . When children are violently disciplined, 17 not only does it violate their rights, it also hampers 9 Measured as prenatal care from a doctor, nurse, or midwife. 10 Measured as a delivery attended by a doctor, nurse, or midwife. 11 Measured for children aged 12-23 months in terms of whether they had received the BCG (tuberculosis), measles, 3 DPT (Diphtheria, Pertussis [Whooping cough], and Tetanus) vaccine doses, and 3 polio vaccine doses. 12 Children are considered stunted when they are two standard deviations below the WHO healthy reference population in terms of height-for-age. 13 Children are considered underweight when they are two standard deviations below the WHO healthy reference population in terms of weight-for-age. 14 Children are considered wasted when they are two standard deviations below the WHO healthy reference population in terms of weight-for-height. 15 Salt with at least 15 ppm of iodine. 16 The six activities are (a) reading books or look at picture books with the child; (b) telling stories to the child; (c) singing songs with the child; (d) taking the child outside the home, compound, yard, or enclosure; (e) playing with the child; and (f) spending time with the child naming, counting, and/or drawing things. 17 According to the MICS definitions, violent child discipline is based on discipline by anyone in the household within the last month and includes psychological aggression (shouted, yelled, or screamed at the child; called the their physical, emotional, social, and cognitive development (UNICEF, 2010). Work, paid or unpaid, as well as domestic work (chores), 18 which we examine for children who are five years old, can endanger young children and make it challenging for them to transition to school.
2.3
Measures of Circumstances For this analysis, we looked at a set of measures of circumstances in which children find themselves early in life and which can have a substantial impact on their development. The specific factors we examine are the wealth of the household in which the child lives, father's and mother's education, the area of residence (urban or rural), the region of residence, and the gender of the child.
Household wealth can be measured in a number of ways. For our analysis, we have used wealth quintiles based on an asset index that can be calculated for all the surveys that we have used. This index is defined based on factor analysis (Filmer & Pritchett, 2001 ) using indicator variables to determine whether or not the household owns certain goods such as a car, a refrigerator, or a television, and facilitates the classification of households into quintiles, from the poorest to the richest. Although the types of assets that are measured varies by survey and the nature of wealth has evolved over the decade studied, similar inputs enter into the wealth quintiles used across surveys. Parents' education is defined as the highest level of education attained by the child's father or mother.
19 Area of residence distinguishes between urban and rural residents and refers to this distinction at the time each survey is being conducted. Region of residence reveals the regional disparities that have an impact on the various socioeconomic indicators of the population. To ensure that the outcomes of the various surveys used are comparable and to compensate for the finite sample size of a number of surveys, we grouped the data retaining the old breakdown into seven regions based on the distribution of the sample from each survey, in accordance with the different regions in the country. Lastly, we considered the gender of the child as a key analysis variable so that we could take into account potential differences between boys and girls.
3
Methods for Measuring Inequality of Opportunity To assess the state of ECD, we first undertake descriptive analyses of the level of ECD outcomes in Morocco over time and differences by subgroups. We then quantify inequality by two measures, drawing on Roemer's inequality of opportunity framework (Roemer, 1998 (Roemer, , 2014 : (a) dissimilarity indices, quantifying inequality throughout the population and (b) comparisons of the best off (most advantaged) versus the worst off (least advantaged). Multivariate regression child dumb, lazy, or another name like that); physical punishment (shook the child; spanked, hit, or slapped the child on the bottom with a bare hand; hit the child on the bottom or elsewhere on the body with something like a belt, hairbrush, stick, or other hard object; hit or slapped the child on the hand, arm, or leg); and severe physical punishment (hit or slapped the child on the face, head, or ears; beat the child with an implement; hit over and over as hard as one could). 18 The questions to capture work were as follows: (a) During the past week, did (the child) do any kind of work for someone who is not a member of this household? (b) During the past week, did (the child) help with household chores such as shopping, collecting firewood, cleaning, fetching water, or caring for children? (c) During the past week did (the child) do any other family work (on the farm or in a business or selling goods in the street)? 19 When data on parents' education was not available (parents were not identified clearly in all of the surveys), the highest education level of the adult females in the household was used for mother's education, and the highest education level of adult males in the household was used for father's education. models underlie both these measures and allow for Shapley decompositions of the factors contributing to the inequality measured by the dissimilarity index.
Descriptive Analyses
The descriptive analyses of the state of ECD for each indicator are based on the mean value of an outcome for a population, specifically the average share or percentage experiencing that outcome. For instance, we calculate the percentage of children who are stunted in Morocco by taking the mean (average) of stunting across children. A similar method is used to assess the relationship between different indicators and background characteristics (circumstances). The average outcome for subgroups is calculated, for instance the percentage of girls stunted or the percentage of boys stunted. Sample weights are used throughout all the analyses to make statistics nationally representative.
Regression Analyses
Underlying the calculation of the dissimilarity index and the calculation of the least advantaged/most advantaged simulations are regression analyses. Regression analyses are used to estimate how a particular circumstance-for instance, mother's education-is related to an outcome while taking account of other characteristics such as household wealth. All the outcomes in this paper are binary-only values of 0 (no) or 1 (yes)-so we use a logit model to estimate the effects of circumstances on ECD outcomes. These regression analyses are not presented but underlie the least advantaged/most advantaged simulations and dissimilarity index calculations.
3.3
Dissimilarity Index Inequality in each ECD outcome is quantified with the dissimilarity index (D-index), which is commonly used to assess inequality in a binary outcome (de Barros, Ferreira, Vega, & Chanduvi, 2009; de Barros, Vega, & Saavedra, 2008) . The D-index is derived by comparing group means for different combinations of circumstances to the population mean to quantify how outcomes differ by circumstances. The D-index for an ECD outcome can be calculated as,
where ̅ is the population mean for an outcome and is the mean for unique circumstance group i.
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The are population shares or sampling weights (de Barros, Ferreira, Vega, & Chanduvi, 2009 ). The D-index can be interpreted as the percentage of available opportunities (an outcome) that would have to have been allocated differently, that is redistributed from the children in groups that are better off to the children in groups that are worse off, for children to have had equal chances of an ECD outcome across groups (de Barros, Ferreira, Vega, & Chanduvi, 2009) . When expressed as a percentage, the D-index ranges from 0 to 100, with 0 indicating a situation of equal chances across circumstances. We estimate the D-index based on the logit model discussed in the regression analyses section. The predicted probabilities of an outcome for each unique combination of circumstances are used as , the mean for unique circumstance group i. 21 20 It should be noted that for the D-index calculations (but not elsewhere) we reverse our coding of some variables so that we are assessing inequality in the optimal outcome (thus, not dying in the first year of life, rather than dying in the first year of life, and so on), to maintain comparability across both negative and positive outcomes. 21 We implement the D-index in STATA using the module hoi (Azevedo, Franco, Rubiano, & Hoyos, 2010) .
Shapley Decomposition
The D-index quantifies the inequality due to circumstances. This inequality can be decomposed into the shares due to different, specific circumstances, such as gender or wealth, using a Shapley decomposition (Deutsch & Silber, 2008; Shorrocks, 2013) . The decomposition is based on the marginal contributions of each circumstance as they are removed from the regression in sequence. The problem of path dependency in the order of circumstance removal is overcome by estimating all possible elimination sequences and averaging the marginal impacts. This process generates an exact, additive decomposition of the D-index into the contributions of different individual circumstances or groups of circumstances (Shorrocks, 2013) .
3.5
Least Advantaged/Most Advantaged Simulations To compare how the 'worst off' and 'best off' are doing over time, we simulate ECD outcomes for a least advantaged child versus a most advantaged child. These simulations are based on the regression analyses. Essentially, the probability of an outcome, for instance, attending ECCE, is predicted based on the coefficients from the logit regression and the circumstances of the profile (least or most advantaged). The least advantaged child is one whose mother and father have had no education, and who lives in the poorest 20 percent of households in rural Tensfit. The most advantaged child is one whose parents had higher education and who lives in the richest 20 percent of households in an urban area in the Central region. This comparison allows us to see the impact of multiple circumstances simultaneously and how the best-off and worst-off are faring.
Findings

ECD Trends over Time
We analyzed early childhood development trends in Morocco, looking first at health and survival, followed by nutrition, and then cognitive, emotional, and social development.
4.1.1
Health and Survival While health and survival outcomes for the most part have been improving over time, major deficits remain. As shown in Figure 1 , children's chances of prenatal care have increased from 68 percent in 2003/04 to 83 percent in 2012. A similar increase has occurred in delivery care. However, a substantial minority of children (16-17 percent) are still missing out on these early forms of health care. Morocco had good immunization coverage in 2003/04, with 90 percent of children aged one year fully immunized. This rate slipped to 87 percent in 2011. Pushing this immunization rate higher is important to ensure herd immunity, that is, to achieve a level of immunization that is high enough to prevent widespread outbreaks. Owing at least in part to improved access to prenatal and delivery care, progress has been made in reducing infant mortality; it fell from 38 deaths per thousand births to 27 between 2003/04 and 2011. 
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The low level of engagement in developmental activities is of particular concern, as it means that two-thirds of the children are missing out on these important opportunities.
Most concerning are the high chances of violent discipline, with 90 percent of children experiencing violent discipline in the past month, substantially endangering their development. However, once again, we lack the data to examine trends among this proportion of children over time. Work or domestic work done by children aged 5 is also a potential problem, with 20 percent of children engaged in such work. This may make the transition to school more difficult and could be potentially hazardous to children's well-being. Here too, available data do not allow for comparisons over time, given that the outcomes are from a single survey. 23 In the 2006/07 data, the question was asked about all children under the age of five. In the 2011 data, the question was asked about the youngest child only. Additional analyses showed that at every age children were substantially less likely to be engaged in development activities in 2011 as compared to 2006/07. Thus, differences over time are not driven by differences in who the question covers. 
Risk Factors for Poor ECD over Time
Health and Survival
A number of different risk factors contribute to children's chances for poor ECD in health and nutrition. There has not been a systematic pattern in terms of rising or falling inequalities by children's different circumstances over time in health and survival. Inequality has been rising, falling, and remaining steady across different dimensions of health. Table 1 (in annex 1) shows health outcomes over time and their relationship with different circumstances.
With regard to prenatal and delivery care, there have been substantial disparities depending on the families' education and wealth and where the children live. Disparities have, however, been narrowing over time as health care coverage has risen. Figure 4 shows narrowing disparities in prenatal care by mother's education over time. While children of uneducated mothers have the lowest chances of prenatal care and children of secondary and higher educated mothers have always had chances in the 90-100 percent range, these gaps have been narrowing. While in 2003/04, 56 percent of births to uneducated mothers had prenatal care, this rose to 74 percent by 2012. Although gaps have been narrowing in prenatal and delivery care, the drop in immunization coverage has hit the poorest children the hardest. While they have always had the lowest chances of being fully immunized (Figure 5 ), the chance of children from the poorest fifth of households being fully immunized fell from 82 percent to 75 percent from 2003/04 to 2011. On the other hand, children from the richest fifth of households saw a smaller decrease, from a 98 percent chance to a 96 percent chance. There continue to be a number of different risk factors for infant mortality. However, these risk factors have remained relatively constant over time, with male children more likely to die early than female children, a common pattern throughout the world due to genetic factors (Hill & Upchurch, 1995) . Children from poorer and uneducated households and living in rural areas are also more likely to die early in life and there are substantial regional disparities (annex, Table 1 ).
4.2.2
Nutrition In addition to facing different chances of early health care and even early death, children face unequal chances of healthy growth and nutrition depending on their backgrounds. Table 2 , in the annex, presents the full set of relationships between nutrition and children's background. Notably, there are substantial disparities in nutrition by wealth ( Figure 6 ). As of 2011, 28 percent of the poorest children were stunted compared to 7 percent of the richest. The poorest children have also made the least progress over time; they have had relatively lower reductions in their chances of being stunted. In addition to differences by wealth, there are substantial disparitiesdepending on where children live and their parents' education-for stunting and other nutrition outcomes. Location acutely affects children's chances of living in a household that uses adequately iodized salt and, therefore, being protected against cognitive deficits. As Figure 7 shows, rates range from 3 percent in Tensfit to 25 percent in North Central. Additionally, there are large differences by rural-urban residence, wealth, and parents' education. These factors are interrelated. For instance, families that are less wealthy are also less educated. 
4.2.3
Cognitive, Social, and Emotional Development Children's social, emotional, and cognitive development show substantial disparities depending on their circumstances (annex, Table 3 ). These differences will lead to persistent disparities in adult life, including in school and in the labor market. There has been mixed progress in reducing inequality over time in these dimensions of development. Children's chances of experiencing development activities are closely linked to their backgrounds and poverty is increasingly a risk factor for poor development (Figure 8 ). While in 2006/07 around 35 percent of the poorest children and 68 percent of the richest children experienced development activities, this dropped to 16 percent for the poorest and 58 percent for the richest in 2011. Differences by residence, region, and parents' education also occur and gaps along these dimensions have mostly been increasing over time. Although disparities in development activities have been increasing over time, disparities in ECCE attendance have been decreasing. Figure 9 shows differences in ECCE attendance by mother's education over time; those whose mothers have no education is the only group that has seen an increase in attendance, from 34 percent to 45 percent. They still lag far behind those whose mothers are more educated, although disparities by education, wealth, urban versus rural, and region have been decreasing. Two other areas of concern are violent child discipline and work (including domestic work). There are some disparities by background in both these outcomes. For instance, children from richer families are less likely to be violently disciplined but somewhat more likely to engage in work and domestic work. It is not possible to assess the change in the impact of different characteristics over time because data are not available on these outcomes from any years other than 2006/07.
4.3
Inequality in ECD over Time Inequality in early childhood is of particular concern for three reasons. First, it is morally objectionable; children have no control over their circumstances. Second, it acts as a key mechanism for adult inequality because disparities tend to persist and are even compounded. Third, inequality in early childhood plays a key role in the intergenerational transmission of poverty. This section assesses how inequality has been evolving over time in Morocco; the tables underlying the quantification of inequality (dissimilarity index) and the different factors that contribute to inequality (Shapley decomposition) are presented in the annex (Table 4 and Table  5 ).
4.3.1
Health and Survival Young children in Morocco face widely disparate development opportunities in terms of health and survival. Inequality in access to early health care remains substantial. Around 7-8 percent of the opportunities for prenatal and delivery care would have to have been distributed differently for equality of opportunity to have prevailed in 2012. However, these levels are substantially lower (by more than half) compared to 2003/04 (Figure 10 ). There has been a slight increase in inequality in immunizations and infant mortality inequality is quite low; both outcomes potentially having disparities due to chance (not statistically significant). 4.3.2 Nutrition Inequality in nutrition in terms of being stunted, underweight, and wasted is low and has not increased over time (Figure 12 ). Differences in some years are likely due to chance (not statistically significant). Although only one year of data is available (so we are unable to assess trends), the level of inequality in access to adequately iodized salt is very high. For children to have equal chances, 30 percent of the opportunities to access adequately iodized salt would have to be redistributed. Looking at the factors contributing to inequality, wealth matters a great deal, specifically for stunting and access to iodized salt, and urban/rural differences also contribute substantially to inequality, along with regional differences. As is the case across outcomes, gender differences contribute relatively little to inequality. Although overall there are no great inequalities in malnutrition, children do have very different chances of being stunted, underweight, or wasted depending on their circumstances. Looking at 2011, the least advantaged child has a 33 percent chance of being stunted, compared to a 5 percent chance for the most advantaged. Likewise in 2006/07, the least advantaged child has a 1 percent chance of access to adequately iodized salt compared to a 38 percent chance for the most advantaged child. These are large disparities in healthy physical growth and nutrition early in life for children with different circumstances. 
4.3.3
Cognitive, Social, and Emotional Development Children's social, emotional, and cognitive development shows some of the greatest and most persistent inequalities ( Figure 14) . As of 2006/07, the inequality (as measured by the dissimilarity index) was 34 percent of opportunities needing to be redistributed for ECCE, 14 percent for development activities, 30 percent for violent child discipline, and 5 percent for work at age five (including domestic work). By 2012, inequality fell for ECCE. However, inequality for development activities had risen by 2011. No data are available for comparing violent discipline or work (including domestic work) over time. Children have very different chances of successful early social, emotional, and cognitive development for the most and least advantaged (Figure 15 ). Overall, in Morocco, the most advantaged children benefit most from early childhood care and education, which naturally has implications for inequality in school and then during adulthood. In 2012, the least advantaged child had a 45 percent chance of ECCE compared to a 95 percent chance for the most advantaged. This represents an improvement from 2006/07 to 2012. Disparities in development activities increased, with the most advantaged child having a 79 percent chance of development activities in 2011 compared to 18 percent for the least advantaged. The least advantaged child is almost guaranteed of being violently disciplined (99 percent) while the most advantaged child has a substantial but lower chance (74 percent). The chances of work (including domestic work) are slightly higher for the most advantaged (16 percent) than the least advantaged (8 percent). This reversal is notable for its rarity among all the outcomes. 
Circumstances Contributing to Inequality in ECD over Time
The D-indices indicate the extent of inequality of opportunity in ECD in Morocco due to children's early circumstances. An important element of rectifying that inequality is understanding the different risk and protective factors driving it. The Shapley decompositions (Table 5) show the relative contributions of different circumstances (wealth, mother's education, father's education, region, urban versus rural, and gender) to this inequality, as a percentage. While the contributions of different background characteristics vary over time and across the measures of ECD, a number of consistent patterns stand out. First, wealth contributes substantially and the role of wealth in inequality appears to have been rising slightly over time. Mother's education also plays an important role in inequality, although less so in nutrition inequality than other dimensions of inequality. Father's education contributes to inequality but less so than mother's education. Regional and urban/rural differences contribute to inequality, often substantially, but to varying degrees across indicators. Notably, the child's gender contributes very little to inequality of opportunity in ECD.
Focusing particularly on health, wealth and mother's education play an increasing role in the largely decreasing inequalities in health. In 2012, 36-37 percent of the inequality in prenatal and delivery care was due to wealth and 21-25 percent due to mother's education. Father's education plays a decreasing role in health inequalities. In nutrition, wealth has increasingly played a role in children being stunted, underweight, and wasted over time, with shares as high as 45 percent for stunting in 2011. Little of the inequalities in nutrition are due to the mother's or father's education. There are declining contributions to disparities from different regions but slight increases in urban-rural contributions. Wealth plays an increasing role in ECCE (40 percent in 2012) and development activities (30 percent in 2011), with mixed patterns for mother's and father's education (13-18 percent). Urban-rural disparities are particularly large contributors to inequality in ECCE (39 percent in 2012) and development activities (35 percent in 2011). Regional disparities make particularly large contributions to inequality in work, including domestic work (36 percent) at age five and violent discipline (51 percent). These different contributing factors can help policymakers target groups particularly at risk for disparities and understand some of the mechanisms contributing to inequality in ECD. For instance, the substantial wealth but limited regional contributions to health inequality suggest that affordability of health care is a greater constraint than unequal local access.
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Discussion: Policies and Programs to Address ECD Based on our results, there is a clear need to address both the level and the distribution of ECD in Morocco. This section discusses examples of the policies and programs that could be implemented to improve ECD, enhance shared prosperity, and ensure human and economic development. We begin with a discussion of the current landscape of policies and programs, which is critical for understanding the way forward.
The Current Landscape of Policies and Programs
Because ECD relates to multiple sectors, ECD policies and programs involve, and are governed by, various governmental bodies, including the Ministries of Education; Solidarity, Family, Women and Social Development; Health; Justice and Liberty; Youth and Sports; and National Mutual Aid. These ministries work closely with many other bodies, including the Ministries of Interior; Labor; and Tourism, and observatories, including the National Observatory for the Rights of the Child and National Observatory for Human Development (Royaume Du Maroc, 2006) . Civil society groups also play an important role in providing ECD services in Morocco, especially in harder-to-reach areas and for less advantaged groups.
The signing of the Convention on the Rights of the Child (CRC) in the early 1990s represents the government's commitment toward ensuring the rights of the children of Morocco. To ensure the full realization of CRC objectives, the National Observatory for the Rights of the Child was opened (Observatoire National Des Droits De L'Enfant, 2015) . Since then, the government has continued to develop policies and programs related to child and social protection, including the institutionalization of legal codes and tribunals specifically designated for children's rights (Royaume Du Maroc, 2006) . Like many other countries, the government has also instituted contributory social security programs and non-contributory social assistance programs, such as the National Initiative for Human Development (INDH) and the Medical Assistance Scheme (RAMED). Both programs were launched in 2005 in an effort to reduce poverty, insecurity, and social exclusion for very vulnerable populations including children (Royaume Du Maroc, 2006) . The MOH National Health Sector Strategy (2012 -2016 includes, as a core axis, the strengthening of maternal and child health and includes the following as actions and measures: (a) acceleration of the reduction of maternal mortality; (b) further strengthening of efforts to fight neonatal mortality; (c) promotion of healthy motherhood; (d) promotion of reproductive health; (e) promotion of child health, including adoption and implementation of national policy on child health; and (f) promotion of child nutritional development including through the implementation of the National Strategy for Nutrition (Kingdom of Morocco Ministry of Health, 2012) . In an effort to address maternal and infant mortality rates and to meet the Millennium Development Goals (MDGs) on maternal and child health, the MOH rolled out the Action Plan for the Reduction of Maternal and Neonatal Mortality (2012-2016) (Ministere de la Sante, 2012) . The action plan identifies key actions to enhance the capacity at the regional level to plan, implement, and monitor and evaluate services for women and children. To further support capacity at the local level, the MOH has organized Maternal Classes. This program is designed to support expectant mothers by equipping them with vital knowledge and skills on infant care and providing them proper exchange and communication opportunities with health care professionals (Royaume du Maroc Ministere de la Sante, 2011) .
Although the landscape of ECD actors is fragmented, attempts have been made to unify the approach to ECD. In 2006, the government of Morocco drafted a national action plan entitled 'A Morocco Fit for its Children' (Royaume Du Maroc, 2006) . The action plan laid a framework for the country's strategic priorities for the rights of children including a healthier life; quality education; protection from abuse, exploitation, and violence; and fight against HIV/AIDS. Included was a multisectoral strategy for achieving these objectives, including the development of partnerships, optimization of human resources and budgeting mechanisms, and implementation of proper information systems.
Despite efforts to prioritize ECD, its intersectoral nature is a challenge for ensuring prioritization. For instance, due to a lack of capacity and resources, preschool education has not been institutionalized. No framework exists to guide preschool service delivery and the private sector, comprising various actors, remains the principal provider of ECCE services (M'jid & Benhassine, 2012) . Momentum around preschool sector challenges has been building and the new vision for education in Morocco for 2015-2030 released by Morocco's education council (le Conseil Supérieur de l'Education or CSE) calls for an integrated preschool strategy and for rolling out mandatory preschool education (Edupronet, 2015) . In sum, much more remains to be done to improve and expand services and meet the objective of ensuring the full and equitable development of the children of Morocco.
Opportunities and Challenges for Going Forward
The findings above show significant inequality for a number of ECD outcomes. In terms of health and nutrition, inequality is highest for (a) access to iodized salt, based on region, rural versus urban residence, wealth, and parents' education and (b) stunting, with substantial disparities in nutrition by wealth (28 percent of the poorest children were stunted compared to 7 percent of the richest) as well as where children live and their parents' education. Children's social, emotional, and cognitive development show some of the greatest and most persistent inequalities. Children's chances of experiencing development activities are strongly correlated with wealth (16 percent for the poorest and 58 percent for the richest as of 2011) as well as urban versus rural residence, region, and parents' education. Disparities in development activities have been increasing over time. Inequality in attendance in ECCE has been improving, but attendance for children of mothers with no education is only 45 percent. Despite some efforts by the government to address these challenges, there is potential to enhance the response and achieve better results for the most vulnerable children in Morocco. Improved implementation processes and greater program outreach and scale-up efforts will be important factors for success. This section focuses on proven ECD practices and opportunities for enhancing ECD outcomes, specifically through interventions to improve the availability of iodized salt, prevent stunting, and expand access to early stimulation and early learning.
5.2.1
Iodized Salt In Morocco, legislation that has mandated the iodization of salt since 1996 has not been implemented on the ground (FAO, 2011 ). Yet, rapid expansion in the availability of iodized salt is feasible and has been successful in a number of countries. For example, Madagascar achieved a dramatic increase in coverage of iodized salt in just four years, going from 0 percent of households in 1995 to 98 percent of households in 1999. The key requirements for a successful scale-up include raising awareness on iodine deficiency, its consequences, and the importance of iodized salt; ensuring access to a supply of adequately iodized salt; and enforcement and compliance in the salt industry through monitoring and enforcement of iodization standards. Awareness raising can involve standard information campaigns about iodine deficiency and iodized salt, including radio, television, traditional drama, teachers, and community health volunteers. Enforcement and compliance can include aligning incentives for salt producers, monitoring and testing of salt producers, and publicized 'check-and-seize' operations to confiscate non-iodized salt (Goh, 2002) .
5.2.2
Stunting Stunting begins in utero and often peaks around two years of age. To optimize impacts during this window of opportunity and achieve lasting effects beyond early childhood, nutrition interventions may need to be in place throughout and beyond these first 1,000 days (Independent Evaluation Group -World Bank Group, 2015) . Delivery mechanisms such as community-based platforms have shown positive impacts on stunting reduction and are promising vehicles for scaling up coverage of nutrition interventions (Bhutta, Ahmed, Black, et al., 2008) .
Honduras is one of several Central American countries with a community-based growth promotion program known as Atención Integral a la Niñez -Comunitaria (AIN-C). These programs support children's growth and development through regular growth measurement and provide individualized counseling to parents about caring practices, feeding, disease treatment, and appropriate use of health services. The hallmark of the approach is its preventive focus, targeting children 0-2 years of age and pregnant and lactating women, which aims to prevent malnutrition before it can begin. All children under two years of age in the community are eligible to participate.
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According to a quasi-experimental impact evaluation between 2010 and 2012, the AIN-C program resulted in a 6.7 percentage point reduction in stunting for children under two years of age exposed to the program for two years. It also resulted in increased weight checks and antenatal care and higher enrollment rates in preprimary education (Gesaworld Group & Econometria, 2013) .
Another
community-based nutrition program, Madagascar's Surveillance et Education des Écoles et des Communautés en matière d'Alimentation et de Nutrition Élargie
(SEECALINE), has also shown positive results. An impact evaluation conducted from 1997 to 2004 found that SEECALINE had important positive effects on nutritional status. Underweight prevalence was reduced by 5.2-7.5 percentage points and the program prevented beneficiary children from an increasing trend in stunting even though SEECALINE communities faced more food insecurity. SEECALINE also produced improvements in feeding and hygiene practices such as exclusive breastfeeding, timing of weaning, and childcare during diarrhea episodes. The evaluation found that relatively more educated households and better off communities were able to translate gains in the behavioral indicators into gains in children's nutritional outcomes (Galasso & Umapathi, 2007) .
5.2.3
Early Stimulation and Early Learning Enhancement of children's social, emotional, and cognitive development can be achieved through parenting interventions and center-based programs. Parenting information can be shared in the context of maternal and child health/growth monitoring visits (on-site at health facilities). Studies in Tajikistan, the Kyrgyz Republic, and Kazakhstan-where health staff used the UNICEF/WHO Care for Child Development 25 materials with specific behavioral recommendations about play, communication, and responsive feeding-found improvements in children's language, gross-motor, and social-emotional development (Engle, 2010) . Also, in Bangladesh, severely underweight hospitalized children who participated in play sessions and whose parents received parenting counseling at clinic visits benefited from improved mental development and weight gain (Nahar, Hossain, Hamadani, et al., 2012) .
Alternatively, parenting education can be conveyed through home visits by existing health services. Although this is a higher-intensity approach, in terms of both human resources and logistics, it is supported by greater evidence of impact. In Jamaica, for example, weekly home visits by community health workers demonstrating play activities and discussing parenting issues improved both the children's development outcomes and their mothers' childrearing knowledge and practices (Powell, Baker-Henningham, Walker, Grantham-McGregor, & Gernay, 2004) . Numerous other examples (including Jamaica, St. Lucia, and Brazil) show that home visits focusing on early stimulation and conducted by paraprofessionals can improve child development (Baker-Henningham & Lopez Boo, 2010) .
On-site services can also be combined with home visits. Two studies in Bangladesh have found positive impacts using this approach. In one, severely malnourished children were provided with psychosocial stimulation both at rehabilitation centers and through home visits. Participants showed significantly better development scores than control children (Nahar, Hamadani, Ahmed, et al., 2009) . In another, undernourished children participating in group meetings at nutrition centers and receiving home visits showed improved mental scores compared to controls (Hamadani, Huda, Khatun, & Grantham-McGregor, 2006) .
In some cases, stand-alone parenting programs may be desirable. Recognizing that most young parents do not have the knowledge or skills to provide a stimulating home environment or promote social and emotional development, Jordan developed the Better Parenting project. The project targeted disadvantaged families and was implemented through partnerships between UNICEF and local nongovernmental organizations (NGOs). Topics covered included child development and the role of the family, positive discipline, and the importance of play. During its early years, the program struggled to reach fathers. Mosques were identified as an ideal place to connect with fathers and the community, and so the program reached out to the religious community. An Imam Guide on ECD was produced and used to train imams and khatibs (mosque preachers) on how to teach about better parenting during or after Friday prayers. The guide emphasized ways parents can actively support their children's development, especially the role of fathers. This outreach approach engaged communities and parents and substantially increased the participation of men in Better Parenting (UNICEF, 2009). The most successful parenting programs have been found to be those with systematic training methods, a structured curriculum, opportunities for parents to practice activities with their children and receive feedback, and good relationships between parents and trainers. Long duration did not necessarily produce better results (Engle, Fernald, Alderman, et al., 2011) .
A recent review of ECD interventions (Engle, Fernald, Alderman, et al., 2011) shows that preschools can have significant positive effects on a child's development and readiness for primary school in a range of low-and middle-income countries. In Indonesia, the impact of a project that provided for raising community awareness on ECD, block grants, teacher training, and playgroups for children aged between four and six years was higher for the poorest participants. Early achievement gaps in social competence, communication, and general knowledge decreased significantly among the poorest, suggesting that the intervention reduced inequality (Jung & Hasan, 2014) .
In Mozambique, community-based preschools built and managed by local communities also showed positive results. According to an impact evaluation conducted from 2008 to 2010, these preschools had important impacts on enrollment, school retention, and transition to primary school. Preschool enrollment among children aged 3 and 4 years in treatment communities was 44 percentage points (or 375 percent) higher than among children of the same age in control communities. Children who attended the preschools were 10.2 percentage points more likely to enroll in primary school at the appropriate age compared to students who did not attend preschool. Each additional month in preschool increased the probability of primary school enrollment and of enrolling at the appropriate grade for age by about 1 percentage point. There were also positive outcomes across a range of child development domains, especially cognitive, socio-emotional, and fine motor skills, and in parental self-reported behavior (early stimulation and type of discipline used) (Martinez, Naudeau, & Pereira, 2012) .
Mass media and technology (including cell phones, TV, radio) can also expand reach and help improve ECD outcomes. For example, educational television can provide informal learning opportunities for young children, particularly where formal preschool systems are not well established or are not accessible to the majority of the population. A study in Bangladesh evaluating Sisimpur, a local Sesame Street show, found positive impacts on math and literacy scores, with poorer children benefitting more. Families also reported greater support of their children's learning after watching the show (Jain & Kibria, 2009) . A recent metaanalysis synthesizing the findings from 24 studies in 15 countries found that Sesame Street productions are a scalable and effective intervention (Mares & Pan, 2013) .
For the poorest families, simply providing information (on improved parenting/stimulation and health and nutrition) or increasing access to quality preschools may not be sufficient to ensure behavior change and generate lasting impact if other key constraints (such as cash or time) prevent families from using these services effectively. For this reason, providing cash transfers to families can be an effective complementary intervention to enhance the ECD outcomes for the poorest children. A number of countries have shown success using this approach. In Colombia, the Familias en Acción conditional cash transfer (CCT) increased the proportion of children who had growth monitoring by 20-30 percentage points (Bassett, 2008) . In Burkina Faso, CCTs boosted preventive health care visits for children five years of age and below by more than 40 percent (Akresh, de Walque, & Kazianga, 2012) . In Nicaragua, a oneyear CCT program showed sustained improvements in children's cognitive and socio-emotional development (Macours, Schady, & Vakis, 2012) . In Mexico, the Progresa/Oportunidades cash transfer resulted in 12 percent less incidence of illness among participating 0-5 year-old children (Gertler, 2000) , increased child growth, and reduced probability of child stunting (Behrman & Hoddinott, 2001 ). Other ongoing programs combining cash transfers with information/sensitization about child development and nutrition (for example, in Niger and Djibouti) are showing promising results (World Bank, 2011a .
In 2008, Morocco launched a poverty-targeted CCT (Tayssir), requiring attendance in primary education by children aged 6-12 years. The program has shown positive results; dropouts fell by 57 percent, the re-registration after dropping out increased by 37 percent, and student achievement in math improved (World Bank, 2011b) . For Tayssir to have a greater impact on ECD outcomes, the CCT could address the needs of younger children. For example, receipt of the transfer could be conditioned on participation in health and nutrition activities, regular parenting education sessions, and/or preschool attendance (either formal or community preschools). The government could also commit to using mass media to promote awareness of the importance of ECD and what parents can do at home in the same areas targeted by Tayssir to further enhance impact.
Despite the promising approaches described above and the opportunities for Morocco to enhance children's outcomes, a number of challenges are likely to remain. One key challenge is that of coordination since ECD involves actions from multiple sectors. The 2011 evaluation of the National Action Plan for Children (PANE) found that challenges with intersectoral coordination among responsible parties achieved limited results (Government of Morocco, 2011). It is ideal to have a mechanism in place to coordinate across these different sectors and ensure that children receive the necessary services from each of them, often simultaneously, during the early childhood years. For example, Jamaica created an Early Childhood Commission to develop standards and licensing regulations for early childhood institutions, advise the Ministry of Education on policy matters relating to early childhood, assist in the planning of and preparation for strategies and programs, and monitor the implementation of programs. The Commission reaches across sectors and political parties (Naudeau, Kataoka, Valerio, Neuman, & Elder, 2011) .
Second, financing is often seen as a challenge since government budgets are limited and often insufficient. Morocco has many programs to enhance ECD but they have not been of adequate quality or adequately scaled up, as evidenced by the ongoing deficits in ECD. It is important to note that the returns to ECD interventions are disproportionately high compared to interventions at other phases in life (Heckman, 2006) and that some of the interventions mentioned above are quite cost-effective. For example, the community preschool in Mozambique cost US$30 per child per year (Martinez, Naudeau, & Pereira, 2012) . The private sector can also play a role in financing to diminish the burden on public funding sources. Finally, there is a challenge in effectively scaling up good models (Bouguen, Filmer, Macours, & Naudeau, 2013) . As interventions go to scale, there is a critical need for quality standards and enforcement of those standards.
5.3
Data, Information, and Monitoring One substantial challenge to improving the state of ECD in Morocco and reducing inequality is the lack of data available on ECD. This work assessed a number of different measures of ECD, but many were available only once or twice within a decade. More up-to-date information, as well as information on additional dimensions of children's early experiences is a crucial part of making ECD a policy priority and monitoring progress. Morocco has made some progress in collecting information about ECD, for instance, adding questions about development activities to the ENPSF, but much more comprehensive and frequent national survey data would help identify progress and challenges. We particularly recommend adding additional measures of ECD to the ONDH panel for future rounds. ECD is a crucial measure of human development and the regular frequency of the ONDH panel would provide valuable updates. Information can also help galvanize policy and programmatic actions. Data on progress and challenges can help identify what programs and policies are or are not working well and spur change. It is difficult to hold policymakers and organizations accountable for their goals in ECD without frequent measures of progress.
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Conclusions ECD provides the foundation for subsequent human development. It is a critical period and one during which development is profoundly affected by the early environment. This paper has examined ECD in Morocco across multiple dimensions of development and over time. Morocco has experienced substantial improvement in economic growth over time (Furceri, Mazraani, & Versailles, 2013) . However, the persistent inequalities in economic and human development remain major concerns at the highest levels of government (Morocco World News, 2014) . The fact that the trends in ECD have been mixed over time and that inequalities have also persisted likely contributes to the unequal human capital and economic outcomes Moroccans experience. The deficits and inequalities we observe in ECD are troubling from the perspective of human rights and issues of equity because children are being affected by circumstances entirely outside of their control. These deficits and inequalities are also limiting the human and economic potential of the country.
As this paper has discussed, there are a number of highly effective ECD investments, often ones with very high returns, which could be implemented to improve human and economic development and promote equity. Targeted ECD investments are critical. As this paper corroborates and other research has found (Vollmer, Harttgen, Subramanyam, et al., 2014) , ECD does not necessarily improve simply because of economic growth. Prioritizing ECD and taking policy action is vital for not only improving ECD but also for ensuring greater and more equitable human and economic development.
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